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Endobronchial foreign body and cough

Endobronchial foreign body aspirations causing chronic cough and 
dyspnea

Abstract
Aim: In this retrospective report, the foreign body findings in adult patients with chronic cough were aimed to 
explore. 
Material and Methods: Between October 2011 and May 2017, patients with bronchial foreign body aspirations 
mistakenly diagnosed as COPD or asthma in outside centers were collected. The bronchoscopic and clinical 
findings of four patients with chronic cough were found from the archieve of the hospital. 
Results: The age of the patients who applied to our clinic ranged from 27 to 64 years. Endobronchial foreign 
bodies were successfully removed with FOB in all patients. The extracted foreign bodies were stone, headscarf 
needle, a needle-like object and a foil paper. 
Discussion: In adults with chronic cough foreign body aspiration should be immediately taken into account.
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Introduction
Cough is the symptom of all chronic respiratory system diseases and 
some non-respiratory system pathologies, as well as the normal pro-
tective mechanism of airways. It is one of the most common reasons 
for referral to a doctor. Chronic cough term is used to describe coughs 
that last longer than eight weeks. Despite the approaches of published 
guidelines, treatment of chronic cough is still not as successful as de-
sired.[1] Foreign body aspiration is very rarely seen in healthy adults 
Foreign body aspirations can be seen in elderly, in alcohol and sed-
ative drug users, in neurological diseases, during epileptic seizures, 
due head trauma and general anesthesia, and rarely in healthy adults. 
Tablet forms of medicines, small metal or plastic parts, foods, turban 
needles, tracheostomy cannula are foreign bodies reported as aspira-
tion reasons in the literature. Apart from this, cases in which teeth or 
instruments of dental treatments were aspirated have also been re-
ported in the literature.[1,2] Foreign body aspirations may lead to acute 
symptoms such as asphyxia, sudden breathlessness and cough, as well 
as late complications due to diagnostic delays, such as chronic breath-
lessness like asthma and COPD, hemoptysis, pneumonia, atelectasis, 
and bronchiectasis. Foreign body aspirations can be detected during 
the examination of such cases. Our study was retrospective. We exam-
ined 4 adults with foreign body aspiration who had different diagnoses 
and treatments due to chronic cough in the external centers and was 
referred to our clinic.

Material and Methods
Our study was planned retrospectively by examining the patients who 
underwent fiberoptic bronchoscopy. The study was conducted with ref-
erence to our retrospective patient information. Between October 2011 
and May 2017, 311 cases who underwent fiberoptic bronchoscopy were 
examined retrospectively. Foreign body aspirations were detected with 
FOB in cases of unresolved chronic cough, who applied to our clinic. 
The characteristics of the patients have been studied. Among them, 
bronchial foreign body aspirations were detected. Bronchial aspiration 
should be investigated and considered in patients with unresolved 
chronic cough. In addition, we emphasized the importance of fiberoptic 
bronchoscopy in cases of chronic cough that did not improve or were 
not relieved clinically.

Results
Between October 2011 and May 2017, bronchial foreign body aspirations 
were mistakenly diagnosed as COPD or asthma in other health centers. 
The age of the patients who applied to our clinic ranged from 27 to 64 
years. Endobronchial foreign bodies were successfully removed with 
FOB in all patients. Images of endobronchial foreign bodies detected by 
fiberoptic bronchoscopy are shown in the pictures. Separate case the 
informations is as follows:
Our cases with chronic coughing and endobronchial foreign bodies 
were composed of 4 individuals. 
Case Report
A 64-year-old man with chronic cough, sputum, shortness of breath 
lasting for four consecutive years and fever in the last week, stated 
that he was previously completely healthy. The patient stated that 
he had gone into a crisis of wheezing and coughing due to aspiring 
something while eating rice four years ago, but he was relieved after 
swallowing and did not refer to the doctor initially. On following days, 
chest x-ray taken due to cough and shortness of breath was said to 
be normal. The patient was given bronchodilator medication for COPD. 
Despite using long-acting beta-2 agonist and anticholinergics for four 
years, he had a history of uncomfortable breathing, wheezing, feeling 
of something stuck in the throat and coughing. The patient went to 

the general surgery clinic of our hospital first because of the feeling 
of something stuck in the throat and there was no pathology. The pa-
tient was referred to our clinic by the general surgeon because of 
his respiratory complaints. The body mass index of the patient was 
37.2. On physical examination, blood pressure was 115/85 mmHg, pulse 
rate was 86/min, respiratory rate was 22/min, oxygen saturation was 
94% in room air and fever was 36.6 Co degrees. During auscultation 
localized wheezing was noted in the lower right lung. A homogeneous 
intensity increase was observed in the right lower area of chest x-ray. 
Hemogram and biochemical findings were normal. Mild obstruction 
was observed in pulmonary function tests: FEV1: 1.86 liters (67%), FVC: 
2.15 liters (68%), FEV1/FVC: 68.6%, PEF:3.75 (66%) and FEF25-75: 1.7 liters 
(62%). Flexible bronchoscopy was applied to the patient for diagnostic 
and therapeutic purposes with preliminary diagnosis of foreign body 
aspiration. The removed foreign body turned to be a stone. It was ob-
served that the complaints of the patient disappeared in the periodic 
follow-ups after the procedure.
PA chest X-ray showed a homogeneous intensity increase with parac-
ardiac placement, which did not erase the right atrium border (Fig. 1) 
Foreign body (stone) image with flexible bronchoscope (Figure 2)
Case Report 2
A 34-year-old woman with chronic cough, sputum, shortness of breath 
lasting for two consecutive years and fever in the last week, stated 
that she was previously completely healthy. Two years ago, when the 
patient threw a piece of paper she was playing into her mouth as a 
joke, she had gone into a crisis of wheezing and coughing due to as-
piring something, but she was relieved after swallowing and did not 
refer to the doctor initially. On following days, chest x-ray taken due to 
cough and shortness of breath was said to be normal. The patient was 
given bronchodilator medication for asthma. Despite using long-acting 
beta-2 agonist and inhaled corticosteroids for two years, she had a 

Figure 1. Chest X-ray film of Case 1

Figure 2. Foreign body (stone) images with flexible bronchoscope (2a, 2b) in Case 1.
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history persistent dyspnea, wheezing, feeling of something stuck in the 
throat and coughing. The patient who was referred to our pulmonology 
polyclinic was evaluated by us. On physical examination, blood pres-
sure was 110/70 mmHg, pulse rate was 94/min, respiratory rate was 
23/min, oxygen saturation was 93% in room air and fever was 37.3 Co 
degrees. During auscultation localized wheezing was noted in the lower 
right lung. A homogeneous intensity increase was observed in the right 
lower area of chest x-ray. Hemogram and biochemical findings were 
normal. Mild obstruction was observed in pulmonary function tests: 
FEV1: 1.76 liters (65%), FVC: 1.95 liters (68%), FEV1/FVC: 68.8%, PEF: 3.45 
(66%) and FEF25-75: 1.46 liters (64%). Flexible bronchoscopy was applied 
to the patient for diagnostic and therapeutic purposes with preliminary 
diagnosis of foreign body aspiration. The removed foreign body bi FOB 
turned to be a foil paper (Figure 3). The patient was clinically relieved 
after the procedure.
Case Report 3
A 27-year-old woman with chronic cough, sputum, shortness of breath 
lasting for two consecutive years and fever in the last week, stated 
that she was previously completely healthy. Two years ago, when the 
patients was wearing a headscarf needle in her mouth, she had gone 
into a crisis of hoarseness, wheezing and coughing due to aspiration, 
but she was relieved in a short while and did not refer to the doctor 
initially. Approximately 3 months later, she was diagnosed with asth-
ma. Bronchodilator medication was given to the patient for asthma. 
Despite using long-acting beta-2 agonist and inhaled corticosteroids, 
she had a history persistent dyspnea, wheezing and coughing.  The pa-
tient who was referred to our pulmonology polyclinic was evaluated by 
us. On physical examination, blood pressure was 120/80 mmHg, pulse 
rate was 74/min, respiratory rate was 27/min, oxygen saturation was 
92-3% in room air and fever was 37.0 Co degrees. During auscultation 
localized wheezing was noted in the lower right lung. A homogeneous 
intensity increase was observed in the right lower area of chest x-ray. 
Hemogram and biochemical findings were normal. Mild obstruction 
was observed in pulmonary function tests: FEV1: 1.66 liters (63%), FVC: 
1.90 liters (67%), FEV1/FVC: 67.6%, PEF: 3.35 (63%) and FEF25-75: 1.36 liters 
(60%). Flexible bronchoscopy was applied to the patient for diagnostic 
and therapeutic purposes with preliminary diagnosis of foreign body 
aspiration. The removed foreign body bi FOB turned to be a headscarf 
needle. The patient was clinically relieved after the procedure.
Figure 4 shows the endobronchial settlement of the headscarf needle 
as a foreign body.
Case Report 4
A 29-year-old woman with chronic cough, sputum, shortness of breath 

lasting for two and a half consecutive years, stated that she was pre-
viously completely healthy. Two and a half years ago, when the patients 
accidently took a wire into her mouth at work and aspired due to care-
lessness, she had gone into a crisis of hoarseness coughing, but she 
was relieved in a short while and did not refer to the doctor initially. 
Approximately 3 months later the patient developed dyspnea and she 
was diagnosed with asthma by a specialist. Bronchodilator medication 
was given to the patient for asthma. Despite using asthma medications 
she had a history persistent dyspnea, wheezing and coughing.  The pa-
tient who was referred to our pulmonology polyclinic was evaluated by 
us. On physical examination, blood pressure was 130/70 mmHg, pulse 
rate was 76 /min, respiratory rate was 28/min, oxygen saturation was 
94% in room air and fever was 37.0 Co degrees. During auscultation 
localized wheezing was noted in the lower right lung. A homogeneous 
intensity increase was observed in the right lower area of chest x-ray. 
Hemogram and biochemical findings were normal. Mild obstruction 
was observed in pulmonary function tests: FEV1: 1.55 liters (59%), FVC: 
1.77 liters (63%), FEV1/FVC: 85%, PEF: 3.15 (60%) and FEF25-75: 1.28 liters 
(58%). Flexible bronchoscopy was applied to the patient for diagnostic 
and therapeutic purposes with preliminary diagnosis of foreign body 
aspiration. The removed foreign body bi FOB turned to be a needle like 
object. The patient was clinically relieved after the procedure. Figure 5 
shows the endobronchial foreign body image.

Figure 3. The foreign body (foil paper) in Case 2. Figure 5. Endobronchial foreign body image in Case 4.

Figure 4. Endobronchial settlement of the headscarf needle as a foreign body in Case 3.
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Discussion
Foreign body aspiration can lead to early and late findings. Because 
foreign body aspirations cause early complaints such as stridor, cough, 
hoarseness, shortness of breath, diagnosis and treatment is usually 
done early. It has been reported that in 21.8% of the cases diagno-
sis was delayed longer than 30 days.[3] Diagnosis requires advanced 
methods in cases of aspiration disregard or unawareness.[4,5] Espe-
cially in the elderly and with delayed diagnosis of aspiration, severe 
complications such as shortness of breath, chronic cough, pneumonia, 
atelectasis can follow. Therefore, it is very important to reliably remove 
the tracheobronchial foreign object diagnosed by flexible or rigid bron-
choscopy. In patients suspected of foreign body presence, it is import-
ant to confirm the diagnosis by further examination and bronchosco-
py as well as detailed physical examination and chest x-ray. All of our 
cases who referred to our clinic were adult patients with foreign body 
aspirations who had different diagnoses and treatments due to chronic 
cough in other health institutions. In adults, the right main bronchus 
shows wider angulation with the trachea. Foreign body aspirations are 
more frequent in the right endobronchial system,[6] because foreign 
bodies follow a flatter path from larynx to the right main bronchus than 
the left. In all of our cases bodies were in the right bronchial system. 
Rigid bronchoscopy and flexible bronchoscopy are successfully used in 
the diagnosis and treatment of foreign body aspiration cases. Baharloo 
et al,[7] performed 103 rigid and 9 flexible bronchoscopies in a foreign 
body case series of 121 patients without any complications. In recent 
years, rigid bronchoscopy has been replaced by flexible bronchoscopy 
due to its advantages such as reaching more distal parts of the tra-
cheobronchial system and not requiring general anesthesia. Danado 
et al.,[8] used flexible bronchoscopy in %95 of 56 patients and did not 
encounter any complications. Rigid bronchoscopy was used only in two 
patients and only one of them required surgical treatment. Swanson 
et al.,[9] have successfully removed foreign bodies with flexible bron-
choscopy in the majority of pediatric patients. In the presented case, 
flexible bronchoscopy was performed without the need for rigid bron-
choscopy and thoracotomy with the help of stapled forceps. Foreign 
bodies in all of our 5 cases were successfully removed by flexible bron-
choscopy. Complications associated with foreign bodies of mechanical 
stenosis in the airways are: bronchiectasis, atelectasis, lung abscess, 
pneumothorax, pneumomediastinum, hemoptysis, recurrent respirato-
ry infections and reactive granulation tissue formation. Foreign bodies 
structural features, location in the tracheobronchial system, delay in 
diagnosis and treatment play a role in the development of such compli-
cations.[10] In adult patients with non-specific symptoms such as chest 
pain and dyspnea when foreign body aspiration can not be understood 
with anamnesis, radiopaque objects such as prosthetic dentition can 
be easily detected in chest x rays taken during routine examination.[11] 
Flexible bronchoscopy was used for both diagnosis and treatment in 
our entire 5 cases. Normal radiographic findings can be seen in 6-80%. 
Patient with nonspecific history, clinical and radiological findings 
should undergo thoracic computed tomography examination. In most 
of the cases; foreign body itself, lobar/segmental hyperlucency due to 
air trapping, bilateral air trapping, total lung opacity, atelectasis and 
parenchymal consolidation, heterogeneous or homogeneous increase 
of density in lung graft may be seen radiographically.[4,5] All of our 
5 endobronchial foreign body aspiration cases’ chest x-rays showed 
a homogenous increase of density in the lower right lung area. As a 
result; in adult patients with persistent cough, foreign body aspirations 
should be considered. Flexible bronchoscopy is a highly effective and 
safe method for diagnosing and removing foreign bodies.[12] History, 
physical examination, radiology and other laboratory examinations are 
often sufficient to consider foreign body aspirations. Chest X-ray is 

widely used to support aspiration of foreign body. Sensitivity of radio-
logical findings range from 63% to 96%.[13] Chest X-ray and radiolog-
ical examination are important for foreign body aspirations. In some 
of our cases, the findings on the chest x-ray when combined with a 
history of aspiration led to the pre diagnosis of foreign body. In a study 
conducted in our country Gürsu et al.,[14] in a population of 33 foreign 
body aspirations, has emphasized that 77.4% aspirates were inorganic 
objects and 64.5% of them were beaded pins. Chronic cough describes 
coughs that last longer than eight weeks. In adults the prevalence of 
chronic cough, which is a common and quite inconvenient complaint, 
has been reported to be 3-40%.[14] In all of our cases, there were cough 
complaints that lasted longer than 8 weeks. In a study in China, in pa-
tients with FBA chronic cough was the most common symptom with 
67%. Other symptoms included: hemoptysis 23%, fever 19% and dyspnea 
16%.[15] Patients who had aspirated foreign bodies and have not noticed 
at the time, referred to hospitals later on, and for that reason received 
corticosteroids and antibiotics. These treatments hide the symptoms 
of foreign bodies and may eventually lead to lung parenchyma loss. 
A careful anamnesis, good physical examination, suspicion of foreign 
body aspiration facilitates diagnosis and treatment. The treatment of 
tracheobronchial foreign body aspiration is to remove the foreign body. 
Prior to 1970’s, rigid bronchoscopy was used for it, but FOB became 
popular in later years.[16] As in our cases, if foreign body aspiration 
is suspected, bronchoscopy should be planned. Another important 
point is that, while rigid bronchoscopy is usually performed by many 
physicians in bronchial foreign body aspiration, our study shows that 
flexible bronchoscopy is a safe and effective diagnostic and treatment 
method. Foreign body bronchial aspiration may be encountered, but 
the detection and presentation of foreign bodies in those with chronic 
cough is of special importance.
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